HEALTH HISTORY & REGISTRATION
PATIENTS NAME
Last _______________________________First ______________________Middle______ Sex:  M   F  DOB ________________AGE_______
Who May We Thank for Referring You to our Office? ________________________________ Reason for Visit:_________________________
RESPONSIBLE PARTY INFORMATION
NAME Last __________________________________First _______________________Middle _______________ Marital Status _________
RESIDENCE: Street _____________________________________________________ Apt # ________State ________Zip ________________
HOME PHONE _____________________________ CELL PHONE ______________________________ WORK _________________________
E-MAIL __________________________________________________SOCIAL SECURITY # _________________________________________ 
[bookmark: _GoBack]BIRTHDATE ________________________________________               RELATION TO PATIENT ______________________________________
EMPLOYER ____________________________________________ OCCUPATION ________________________________________________
EMERGENCY CONTACT INFORMATION
NAME ______________________________________________________ RELATIONSHIP _________________________________________
HOME PHONE ___________________________ CELL PHONE ___________________________ WORK PHONE ________________________
DENTAL INSURANCE INFORMATION
INSURED’S NAME ____________________________________________ DATE OF BIRTH _________________________________________
INSURANCE COMPANY _____________________________________________________________________________________________
MEMBER ID ___________________________________________ GROUP NUMBER _____________________________________________
INSURED’S SOC. SEC.  NUMBER ______________________________ INSURANCE PHONE NUMBER _________________________________ 

	HOW LONG SINCE you have seen a dentist?   Yrs.               Mo.
	
	
	Last COMPLETE Dental Exam, Date:
	
	

	Last FULL MOUHT X-RAY OR PAN (16 x-rays or more)  Date:
	
	
	Is your present dental health POOR?
	Yes
	No

	Are you having PROBLEMS now?
	Yes
	No
	Do you wear DENTURES? (full/partials)
	Yes
	No

	WHAT?
	
	
	Are you unhappy with your dentures?
	Yes
	No

	Would you like to know more about PERMANENT PLACEMENTS?
	Yes
	No
	Are you APPREHENSVIE about dental treatment?
	Yes
	No

	Have you had any PERIODONTAL (Gum) treatments?
	Yes
	No
	Do your gums BLEED or feel TENDER or IRRITATED?
	Yes
	No

	Are your teeth SENSITIVE to hot, cold, sweets or pressure? (circle)
	Yes
	No
	Are you UNHAPPY with the APPEARANCE of your teeth?
	Yes
	No

	Are you aware of GRINDING or CLENCHING your teeth? (circle)
	Yes
	No
	Do you have HEADACHES, EARACHES or NECK PAINS? (circle)
	Yes
	No

	Have you worn BRACES on your teeth? (Orthodontics?)
	Yes
	No
	Do you have DISCOLORED teeth that bother you?
	Yes
	No

	Would you like your smile to LOOK BETTER or DIFFERENT?
	Yes
	No
	Do you REGULARLY use DENTAL FLOSS?
	Yes
	No

	How do you feel about your teeth?   HAPPY    GOOD    UNHAPPY
	
	
	
	
	



PLEASE RANK THE FOLLOWING IN THE ORDER IN WHICH THEY WOULD KEEP YOU FROM HAVING DENTAL TREATMENT. 
FEAR OF PAIN # ___________ LACK OF CONCERN # ___________ COST OF TREATMENT # __________ MISSING WORK TIME # ___________
PRINT PATIENT NAME (parent of child) _________________________________________________________________________________
PATIENT Signature (Parent of Child) _________________________________________________________Date _______________________
